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SUMMARY
Objective: Triplet pregnancies have a high risk of preterm delivery, and the incidence of chromosomal anomalies
is higher than that of singletons. Abnormal fetuses should be diagnosed and properly reduced to prevent preterm
delivery of the remaining fetuses.
Case Report: A 36-year-old female was unable to conceive due to male factor infertility. After treatment with
a long protocol of buserelin therapy, in vitro fertilization, and tubal embryo transfer, she achieved a triplet
pregnancy. She underwent amniocentesis because of her advanced age; it was determined that one of the triplets
had translocation Down syndrome. Under ultrasound guidance, we performed selective termination of the
affected fetus at 20 weeks’ gestation. The patient developed preterm uterine contractions at 31+4 weeks’
gestation and was hospitalized. She spontaneously delivered a fetus papyraceous at 33+1 weeks’ gestation.
Three days later, interval delivery was performed and the two remaining fetuses were delivered in good condition
by cesarean section.
Conclusions: The risk of fetal chromosomal anomalies is increased in multiple pregnancies. Abnormal fetuses
can be diagnosed using amniocentesis and selectively terminated safely. Delayed-interval delivery can be used
to improve the outcome for the remaining fetuses. [Taiwanese J Obstet Gynecol 2004;43(3):165–167]
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Introduction
The incidence of multiple pregnancies has increased
with the development of assisted reproductive tech-
nologies (ART). In 1997, Elsner et al reported the rate
of multiple pregnancies with ART to be 31.3% (24.7%
twins, 5.8% triplets, and 0.8% quadruplets) [1]. The
incidence of twins has increased by about 20-fold
and that of triplets by 400-fold compared with the
incidence before ART. Compared with singleton preg-
nancies, multiple pregnancies have higher compli-
cation rates for both mothers and newborns.
Advanced maternal age, multiple pregnancy, and
infertility can increase the risk of fetal chromosomal
anomalies [2–4]. However, these fetuses can be diag-
nosed using chorionic villus sampling and amniocen-
tesis, and selective fetal reduction can be safely per-
formed.
Here, we describe a case of triplet pregnancy with
one abnormal fetus. We performed fetal reduction in
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the second trimester, and achieved a successful delayed-
interval delivery for the two remaining fetuses in the
third trimester.
Case Report
This 36-year-old female had a history of primary male
factor infertility (oligospermia). She had undergone
the standard long protocol of buserelin therapy, in
vitro fertilization, and embryo transfer (IVF-ET) twice
before.
In our hospital, after treatment with the standard
long protocol of buserelin therapy, six embryos were
transferred into her left fallopian tube, from which a
trichorionic triplet pregnancy developed. The couple
refused to undergo fetal reduction in the first trimes-
ter, but they agreed to allow amniocentesis due to ad-
vanced maternal age.
At 16+5 weeks’ gestation, we performed amnio-
centesis for the three fetuses and labeled them by their
relative positions: fetus A (upper right side), fetus B
(upper left side), and fetus C (lower middle position).
By ultrasound examination, all fetuses had normal fe-
tal nuchal translucency, but fetus C had suspicious
ventriculomegaly. Chromosome reports showed 46,XX
in fetus A, 46,XY in fetus B, and 46,XY, der(21;21)(q10;
q10), +21 in fetus C. After counseling, the couple
decided to accept the fetal reduction procedure at 20
weeks’ gestation. Repeated amniocentesis for fetus C
confirmed the chromosome report, so we performed
selective fetal reduction. No amniotic fluid leakage,
infection, or preterm contractions occurred after the
fetal reduction, and subsequent development of twins
A and B was within the normal range.
At 31+4 weeks’ gestation, the woman was admitted
due to preterm uterine contractions. We used ritodrine
and magnesium sulfate for tocolysis. At 33+1 weeks’
gestation, the patient spontaneously delivered an 80 g
male fetus papyraceous; the placenta of the delivered
fetus was left in situ and the umbilical cord was ligated as
close as possible to the base of the placenta. Delayed-
interval delivery was planned due to the premature
condition of the other two fetuses; first-generation
cephems were used to prevent infection, and a steroid
was used to improve fetal lung maturation. At 33+4
weeks’ gestation, we performed a cesarean section to
deliver the other two fetuses because of uncontrolled
preterm labor and malpresentation. The first one was a
2,040 g male with 1- and 5-minute Apgar scores of 8 and
9, respectively, and the second was a 2,080 g female with
1- and 5-minute Apgar scores of 8 and 9, respectively.
The placenta was smoothly delivered; the fused placenta
was 18 × 16 × 1.5 cm in size and weighed 490 g.
The male newborn was cared for in the baby room,
while the female was cared for in the neonatal intensive
care unit for a few days because of apnea and hypo-
glycemia. Two weeks later, both of them were discharged
in a healthy state.
Discussion
According to various studies, multiple pregnancies in-
crease the risk of fetal chromosomal anomalies. Meyers
et al reported that the risk of at least one aneuploid
twin at term is 1 in 193 at a maternal age of 31 years,
compared to a risk of 1 in 192 for an aneuploid single-
ton term pregnancy at a maternal age of 35 years [2].
Therefore, amniocentesis should be considered for
younger mothers with multiple pregnancies. Once a
woman with a multiple pregnancy is found to have one
or more abnormal fetuses, the clinician must determine
which one is abnormal and repeat the examination
before fetal reduction, to ensure correct reduction.
Among fetuses with chromosomal abnormalities,
those with Down syndrome have a lower fetal loss rate,
and about one-third of Down syndrome fetuses are
delivered alive. Therefore, early and correct prenatal
diagnosis is important; we normally counsel couples
and let them make the decision.
Recently, selective fetal reduction was proven to be
a safe procedure for patients with a pregnancy in which
one or more fetuses have a significant anomaly [5].
The procedure can be performed in all three trimesters.
The gestational age at the time the procedure is per-
formed is not correlated with the loss rate or gestation-
al age at delivery [6]. In triplet-reduced twins, the fetal
loss rate before 24 gestational weeks is 4.5–6.2%.
The risk is the same as that of unreduced twin preg-
nancies and much lower than the 25% loss rate in ex-
pectant triplet pregnancies [7,8]. In our patient, we per-
formed fetal reduction in the second trimester with no
complications.
Delayed-interval deliveries have been reported in
many studies, with a mean latency interval of 34–36
days (range, 3–123 days). This can decrease perina-
tal fetal mortality in the remaining fetuses [9,10]. Al-
though the critical period of perinatal mortality and
morbidity is between 24 and 28 weeks, the rate of
respiratory distress syndrome after delivery at 34
weeks is significantly higher than at either 35 or 36
weeks’ gestation[11]. One study reported that the
perinatal mortality rate was lowest for delivery at 37
weeks’ gestation for twins [12]. Thus, we performed
a delayed-interval delivery in our patient to help
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the remaining fetuses; at the same time, prevent-
ing intrauterine infection was important.
In conclusion, achieving conception with ART may
increase the chance of a multiple pregnancy. Cytogenet-
ic examination is necessary for multiple pregnancies,
especially in older women. If a fetus with a chromosomal
abnormality is detected, it can be selectively reduced.
One can also try a delayed-interval delivery to obtain
better outcomes for the remaining fetuses.
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